9 Fuly 1990 CAL ARNG Pam 40-2

APPENDIX D

' INCAPACITATION PAYROLL TRANSMITTAL

HHB, 2d Bn l44th FA ' (unit) 8 May 1989 (date)

q{ i

MEMORANDUM FOR Office of the Adjutant General, ATTN: CAMP-SB,
P.0.Box 214405, Sacramento, CA 95821-0405

SUBJECT: Request for Approval of Incapacitation Pay

1. Request incapacitation pay for PEC John J, Doe

based on an injury/disease incurred on __ 23 April 1989

2. Soldier attended training since disability occurred on the

following dates: NONE

3. Soldier’s MOS/SSI and title when disabled, 1310 Fire Support

Specialist

4. Enlisted soldier’s ETS date: 3 Oct 1993 . .

5. Civilian employer (indicate if unemployed):  Long Beach Naval

Shipyards, long Beach, CA Pipefitter

Occupation:

6. Date returned or expected to return to duty:

21 May 1989 Ccivilian 21 May 1989

Military

7. Address to which check is to be mailed: PFC John J. Dee

4

1289 Sheild Drive, Norwalk, CA 92050

8. I certify that, during the period indicated in 1 above, the
incapacitation -of this soldier prevented him/her from performing
the duties of his/her MOS/SSI . Verification of civilian income
earned and/or lost is attached.

Encl check list ' X

‘CAL NG Form 37-2H (unit commander)
CAL NG Form 37-~2E/2F CURTIS M. KELLEY
CAL ARNG Form 40-6-2 CPT, FA, CA ARNG
check stub Commanding

DA Form 2173/CAL ARNG Form 2173
CAL NG Form 37-D
orders/training schedule

CAL NG Form 37-2C
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APPENDIX D (continued)

ADAPS PAYROLL CERTIFICATE
NAME: _John J. Doe RANK: __PFC/E3 iy _HHB, 2/144th FA
TL NUMBER: N/A ACN: N/A DATE RECENVED:  N/A
ORDERS DATE
PRN ORDERS NUMBER YYMMODD
|o|o[1|2|2 |0|3|4| ] Eﬂﬂmuﬂ IR AT D
STAHT DATE " ENDDATE ENL  ENLISTED ™
M MDD YYMMDD STATE TAX BAS BAS DVS SBAQ DAYS

|s| [ 1:1517] r‘rTTT'IEJEEIE]El
o e O O
OO [T o 0d
OO O oM d

D MILEAGE VHA SGL! OPT MOOE e SuB

11 117 |||||||JDD'D_EEDD

ADDRESS UNE 1 (NUMBER & STREET) - oo o

LIeTefel Isinfefililda] lDIrlltha 11t

[+ [ GG

S

b 1Y

ADDAESS LINE 2 {APARTMENT, SUITE, C/Q ETC)

CITTT IIII!II ||||l‘||11

ADDRESS LINE 3 (CITY) STATE ZIPF CODE

Clolele sl L T T L C T T LT T T CT [Eledelslol

| LEAVE (COMPLETEIF REQUESTING PAYMENT OF ACCRUED LEAVE: ‘
. DAYS EARNED (-— TO __J LESS ____ DAYS TAKEN = ACCRUED LEAVE
2. DAYS ACCRUED LEAVE PAID SINCE 10 FEB 76 (60 DAYS MAXIMUM) - :

MISCELLANEOUS ENTITLEMENTS: :
SUPPLEMENTAL  (USE TO CORREGT/CHANGE PAY RECEIVED).  STATE PROBLEM, BE CONCISE:

DAYS

CERTIFICATION OF PERFORMANCE {CHECK ONE):

G 1 1gentify that | have parsonal knowledge of | have personaily vertied the duty requested above has been
performed. It the date(s) of performance ara ditfarent than originally raquested, | Rava entared the cofract
dayis) of duty and have requesied amendment of order.

o 2. Thendividual indicated above has or will repart 107 duty in accordance with competent orders and, upon
completion of ihe duty, is due pay and allowances in the grade and status shown, Any change allecting
pay that accrues from this daie 1o the ending daie of the duty will be immediately reporied to the USPFO
Checks for this duty will be delivered to the individual not eartier that the last day ot d an agent whp
has knowledge of o has veritied pertormance of the duly. (n’l

8 May 89 « CURTIS M, KELLY
DATE OF CERTIFICATION PRINT OR TYPE NAME/SIGNATURE
CHECK: X COMMANDING OFFICER O SEMIOR SOLDIER PRESENT

CAL ARNG Form 37-8  REV 1 May 87 Previous Edilions will be used unti exhausted
- Criginal - USPPO
Copy - Unit

D-2



9 July 1990 : CAL ARNG Pam 40-2

APPENDIX D {continued)

SOLDIERS CLAIM FORM HAME: S
Reference CAL ARNG Pam 40-2 PFC John L. DOE 001-22-0345

INSTRUCTIONS: Al incapaciiated soldiers are required 1o prepare this form monthly. it must be inciuded with each incapacitation payroil submitted for
payment. Complele the section that pertaing to your case! Section 1. - Employed Section 2. - Unemployed Section 3. - Self-Employad  Section 4 - All

SECTION 1. - EMPLOYED SOLDIER
1. | herby certify that | incurred/aggravated the following injury/diséid& _sprain right wrist in the line of duty
while participating in military training/traveling directly to/from military training.
2, | further certify that as a resuit of the above described injury/disease, | suffered a loss of $ 800.00 of civilian
income during the period __7 May 1989 to _ 20 May 1989 {period may only be one calendar
month or tess for each statment).
3. My claim is substantiated by the enclosed letter(s) from my employer(s).

4, In addition, | certify that | received $ ~NONE-~ from an income protectin plan (including sick leave, etc).
NOTE: Ifthe soldier does not have sick leave, vacation pay, or any other income protection insurance pay, he/she must so state.

SECTION 2. - UNEMPLOYED SOLDIER

1. 1 herby certify that | incurred/aggravated the following injury/disease: in the line of duty
while participating in military training/traveling directly to/from military training.

2. |urther certify that| am unemployed at present, withoutincome from any source, including, but notlimited to, unempioyment
compensation, social security, workman's compensation or Veleran's Administration payments. If | become empioyed, while
receiving incapacitation pay, lunderstand it will be my responsibility to notify my unit and/or commander to ensure military pay
and allowances will be reduced by the income being received at that time.

SECTION 3. - SELF-EMPLOYED SOLDIER

1. I nerby certify that | incurred/aggravated the following injury/disease: "~ : in the tine of duty
while participating in mititary training/traveling directly to/from military training.

2. 1 further certify that as a result of the above described injury/disease, | suffered a loss of § of civilian |.
income during the period to : {pericd may only be one calendar
month or less for each staiment). Ireceived $ —____ in gross income from being selt-employed for the period above.

3, | am self-employed and in order to substantiate my claims of lost civilian income for the pericd cited in paragraph 2 above, |
have enclosed a copy of my latest IRS Form 1040 with supporting documents including schedule ¢.

4. In addition | certify that | received $ from an income protection plan (including sick leave, etc.)
NOTE: ifthe soldier does not have sick leave, vacation pay, or any other income protection insurance pay, he/she must so state.

. SECTION 4. - ALL CLAIMANTS

1. { further certify that the information which | have provided regarding this claim is correct. | understand that the penaity for
knowingly and willfully making a false claim or a false statement in connection with a claim is a fine of up to $10,000 or
imprisonment for up to § years or both. (18 USC 287, 1001)

2. | hereby waive my VA compensation, DA Form 3053 and VA Form 21-8951 are enciosed.
3. Privacy Act statement is enclosed.

DATE: SOLDIER'S SIGNATURE

8 May 1989 d@.ﬂ«ua_ﬁ_ 7 33‘)-6,

CAL NG Form 37-2H.
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APPENDIX D (continued)

DISABILITY STATEMENT AND COMPLETE REPORT OF ATTENDING PHYSICIAN

Noteto attending physician: Please complete the statement below if this Guard member is incapacitated and
cannot perform normat military duties. To help you make that determination, the individual's normal military

duties are cutlined below: .
(to be completed by unit prior to submission to physician)

13F10 Fire Support Specialist
{Service member's MOS}
Be able to walk, rum, squat, crawl and fire a weapon.

Normal military duties for;

Consist of the following

Be totally able to work with no restrictions in a field environment.

i have examined PFC John J. Doe, 001-22-0345 on _ 23 Apﬂ.»’f 1989
{Name and SSN) (Date)
Disabled from _&3_Apail 1981 15 _ R0 MAY {987
{Date) (Date)
Date expected to return to normal military duty: Al m"ty 1987

{without limitation)

Cause of disabifity: ng}\'}' (MR S-f_ ?ﬂﬂﬂi‘ A

(Final Diagnosis})
Type medical treatment furnished: Split\ﬂ'j dnti -in?lammq‘\:op}v mdrcﬁ«'omj
livmited cQu'}‘/y,, jce & €levate inJ G’\JE'V}fnS.S
Nature of healing process (prognosis): Good - Foull ReCO\JQ!Q/Y Q%fed‘ei -
Retuan To Fll Quty % wecks.

Isitin the bestinterest of the Federal Government io continue medical treatment rather than to piace the service
member before a Medical Evaluation Board? yes X _no :

This individual M‘ (is not)* permanently disabled. If permanently disabled or if temporarily disabled for more
than 90 days, the individual (§=§)" (has not)* been scheduled for a {Medical Evaluation Board)* (Fhysical

Evaluation Board)* in accordance with AR 40-3. ,
‘ Board date: N/ A
Current medical profile: PJUJL[H|E]S
(by service physician) .
s HIIE ) b U
3414 g\ 7 M,
. (ﬁsician's Signatu‘e] !
23 Apri]l 1989 John Q. Smith, MAJ, MC

" (Date Signed) LIC # 28460921

. . . {Typed or prinied name of physician
*Strike out inapplicable term and medical treatment facitity}

(THIS FORM 1S AFFECTED BY THE PRIVACY ACT OF 1974) )
AUTHORITY: 32 USC 318 and 319: 37 USC 204({h}; Sections 340 and 341, California Military and Veterans Code.
PRINCIPAL PURPOSES:  To verify member’s disability caused by service connecied injury or disease, To determine final
diagnosis. Social Security Number is used for identification.

ROUTINEUSES: Used within the Catifornia Army National Guard to determine eligibility for disability pay and treatment ina
service hospital or at government expense. Used 1o determine finat diagnosis in line of duty investigations and determin-
ations. Used by State Compensation Insurance Fund as an agent of the State of Calitornia to verify entitiement to State
Compensation when federal benefits are delayed.

DISCLOSURE IS VOLUNTARY:  Failure of member or his physician to provide requested information may result in delay in
payment for incapacitation ar delay in final disposition of member's case {Comp Gen decision #B-185404, 2 Aug 76).

CAL ARNG Form 40-6-2 1 Nov 88 Replaces CAL ARNG Form 40-§-2 17 Feb 88
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APPENDIX D (continued)

L]
EMPLOYER STATEMENT

INCAPACITATION PERIOD: &From_ ' May 1989 To _ 20 May 1989
EMPLOYEE
1, John L. Doe . 001-22-0345 hereby
{(Typed Name) (SSN)

authorize the release of the information requested bhelow.

__ Srsldde.  ahiEd
Empployee'’s Signature Date

1. During the period indicated above the amount of gross
compensation (wages, tips, commissions, ect.} this employee

EMPLOYER CERTIFICATION

earned was $ — Qé“‘ . The amount lost because
of the disability is §__ BC2.0O0 (gross) .

2. The amount paid, if any, by an income protection plan, sick
leave or advance sick leave or vacation program during this

period was $ NOWNE (gross) .

3. I understand that this information-is being used by the
elaimant as the bhasis of a claim against the United States. I
further understand that knowingly and willfully assisting a
claimant making a false claim or false statement in connection
with a claim is a criminal offense under Federal and State laws
which may subject the parties to a substantial fine and/or
lengthy imprisonment.

Date signed: 8 May 1989 GD (h)a
(0Fficlal Signatpre)

R KS: Supervisor, Pipefitter Division
(Title/Position)

Long Beach Naval Shipyards
(Company Name)
Long Beach, CA 90822-5099
(Address)

(City)

_(213) 547 - 6149 ext: 8011
(Telephone Number)

CAL NG FORM 37-2E
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APPENDIX D (continued)

9 July 1990
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APPENDIX D {(continued)

DISABILITY COUNSELING STATEMENT

I, the undersigned have been counseled on this date, in order to bz eligible
for continuance of pay and allowances while disabled from an injury or
disease in the line or duty that:

1) I must promptly report to my unit when in need of medical or hospital care

2) I cannot seek private medical or hospital care without first obtaining
agthorizatlon from my unit except for emergency medical care (the request
will be processed by my unit for final approval to State Headquarters,
CAMP-SB, or National Guard Bureau, NGB, IAW NGR 40-3).

3) I must report without failure to any medical appointment scheduled by my
unit or by the doctor treating my condition unless prohibited by another
physician from traveling. A statement from prohibiting Doctor is required.

4) I must cooperate fully with the medical personnel providing treatment.

5) I must furnish to my unit, upon completion of each of my medical
appointments, the results of that appointment and the date of my next appt.

6) After each monthly visit to militafy Doctor/Civilian Doctor, I must
furnish following statement to my unit:

NOTE: If I go to a civilian doctor without first obtaining approval from my
unit, and they must then obtain approval from State Headquarters {OTAG) ,
i must pay the medical bill myself. _ o

a. A statement from the doctor (the CAL ARNG Form 40-6-2) stating that
he examined me for that month and showing my condition for that month.

‘b. I must provide a monthly statement of employment from my employer,
to include name, address, telephone number, point of contact, dates worked,
position held, and hourly, weekly, or monthly rate of pay. Also, I must
provide a copy of my payroll check stub. If self-employed, I must provide a
statement of earned income to include a copy of my last Tax form filed with
the Internal Revenue Service (all forms). Example: Form 1040 and Schedule C
Form 1040, Profit or Loss From Business or Profession to include regular
(Form 1040) monthly/weekly/daily record and/or other acceptable proof of
earned income, and proof of self employment to include a copy of business
license (if appropriate). ‘

f) I further understand that failure to fulfill the above requirements may,
result in stopping my entitlements for pay and allowances for this dizability

8) I WILL REPORT ALL INCOME TO MY UNIT IF I REQUEST INCAPACITATION PAY.

9) I further understand the penalty for willfully making false statements is
maximum fine of $10,000 or maximum imprisonment of 5 years or both.
(U.S. Code, Title 18, Section 287)

. Date 8 May 1989 Signature W%ﬁ/
Name of Counselor/Witness 886~ 771&)7»3 \Je S%Qmum&

DISTRIBUTION:

Original - Unit

Copy = Individual Concerned
Copy - OTAG (CAMP-SB)

CAL NG FORM 37-D
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APPENDIX D (continued)
STATEMENT OF MEDICAL EXAMINATION AND DUTY STATUS
For uss of this lorm, see NGR 600-3; the proponent s0ancy is The State Military Depertment
THRU: (include ZIP Code} TO: {include 2IP Code) FROM: {includa 2IP Code) (B18)447-1144
CHANNELS OTAG (CAMP-SB) HHB 2d Bn 144th FA
P.G. Box 214405 260th W. Huntington Drive
Sacramento, CA 95821-0405] Arcadia. CA 91006-340]
1. NAME OF IOMDUAL EXAMINED (Last, Firsl, and Middke iniad) . 2. 358 A GRADE
DOE, John J. 001-22-0345 PFC
4. CRGANZATION AND STATION
HHB, 2d Bn 144th FA e e
Arcadia, CA 23 Apr 89 Camp Roberts, CA
SECTION | - TC BE COMPLETED 8Y ATTENDING PHYSICIAN OR HOSPITAL PATIENT ADMINISTRATOR
6. INDIVIGUIAL WAS &DU‘I’PA“ENT T. NAME OF HOSPITAL OR TREATMENT FACRITY [0 CIVILIAN MILITARY
[ ADMITTED 3 DEAD ON AARNVAL Silas B. Hayes ACH, Ft. Ord, CA
&, HOUR AND DATE ADMITTED 9. HOUR AND DATE EXAMINED
N/A ‘ 1530 23 Apr 89
10. DIAGNOSIS AND EXTENT OF [vul WUURY [ DISEASE O RAESULTING N DEATH (Explain)
Sprained Right Wrist ,
11. MEDICAL OPINION: I.WWDUAL [0 WAS % WAS NOT UNDEH THE INFLUENCE OF 1O ALCOMOL DO DAUGS {Specityk
Bb. INDIVIDUAL CR WAS €3 WAS NOT MENTALLY SOUND jAttach Peychiatri dusath ll__.,, PN
. INJURY OR DISEASE w [ = ISNOTUKELYTOHESULTWAMWTHEMWENTFORFWREMMWE
o INJURY OR DISEASE IRJ WAS [ WAS NOT INCURRED IV LINE OF DUTY {Add beals jor opinion in ilem 15
o. COMDITION ) DD * DI NOT EXIST PRIOR TO SERVICE AND O3 WAS RJ WAS NOT AGGRAVATED BY SERVICE.
2. THE FOILLOWING DISABILITY MAY RESULT 13. BLOOD ALCOHOL. - 14, NC. OF MG ALCOHOL/ 100 ML BLO0OD
3O NONE ESTIMATYE OF TIME £ OSS (Oayek TEST MADE
30 TEMPORARY [ PERMANENT PARTIAL [0 PERMANENT TOTAL L YES O NO N/A

15. DETAILS OF ACCIDENT OR HISTORY OF DISEASE (how, whene. whan} . - )
Around 1445 hours, 23 Apr 89, PFC Doe was assisting in field artillery hasty displace-

ment at firing point 20. He fell while loading M577/emi sprained M right wrist.

16 DATE 17. TYPED OR PRINTED NAME OF ATTENDING f INA
23 A 89 PHYSICIAN OR PATIENT ADMINISTRATOR
 hor . Al oy, 4
~ John Q. Smith, MAJ, MD e f, IMM{
SECTION il - TO BE COMPLETED BY UNIT COMMANDER OR UNIT ADVISER ~ f !
19. DUTY STATUS 20 v MOUR AND DATE OF ABSENCE
& PRESENT FOA DUTY £ -ABSENT WITHOUT AUTHORITY & FROM b.TO
£33 ABSENT WITH AUTHORITY: €31 ON PASS (O ON LEAVE N/A N/A
21, ABSENCE WITHOUT AUTHORITY MATERIALLY INTERFERRED WITH THE PEHFORMLNCEOFMIJWWWM“MNWGMMM“M.W how it did of
gid ot meriere with performence)
O YES O NO
22, INDIVIOUAL WAS ON 2% : HOUR AND DATE OF TRAINING
£ ACTIVE DUTY b ACTVE DUTY FOR TRAINING a, BEGAN b END
W o1 INACTIVE DUTY TRAMING 0600 22 Apr 89 1700 6 May 89
24. MEMBER WAS INJURED QR DIED OF INJURIES OR DNSEASE PROCEEDING O N A DIRECT ROUTE 3 IN AN INDIRECT ROUTE O TO DUTY OO FROM DUTY.
25. MODEOFThANSPOﬂYATION 26. HOUR BEGINNING TRAVEL 27. ISTANGE IVOLVED 28, HORMAL TWE FOR TRAVEL
N/A N N/A N/A

20, ADDITIONAL INSTAUCTIONS FOR BJURIES OR DEATHS CAUSED BY IMIURES RECEIVED i ROUTE TO OR FROM TRMNING: INGLUDE MANNER OF TRAVEL, ROUTE FOLLOWED AND
BOINT OF INCIDENT I8 ITEM 30.  IF PROCEEDING FROM DUTY, INCLUDE RELEASE TIME AND DESTINATION ALSO.

30. FINDINGS BASED ON COMMANCER'S INVESTIGATION (nchids names, SSNe and of witry - continue o reverss it needed).

PFC Doe was loading a M577 Command Carrier for hasty displacement from firing point 20
Camp Roberts, CA. During the loading, PFC Doe slipped and fell from the top of the
M577, landing on his right side and wrist. SM was evacuated to the Camp Roberts TMC,
where it was determined that his right wrist was sprained. IN LINE OF DUTY.

$S$G Paul W. Spencer, 987-65-4321, witnessed this accident, Address unknown.

31. FORMAL LINE OF DUTY INVESTIGATION REQUIREQ 32 INJURY 15 CONSIOERED TO HAVE BEEN INCURRED IN LINE

. DUTY (Not applicable on deaths)
oves o no YES £ NO
33, DATE : 4. TYPE NAME AND GRADE OF UNIT COMMANDER OR 7?;;5
UNIT ADVISER '
23 April 1989 |CURTIS M. KELLEY, CPT, FA, CDR ) MW 5)2&:2{/ ([ﬁ/
7 7
CAL ARNG Form 2173 1 JUN 88 TO BE USED IN PLACE OF DA FORM 2173 BY THE CALIFOR’\(IA ARMY NATIONAL GUARD

D-8
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APPENDIX D (continued)

CAMP-SB: John J, DOE, PFC
SSN: 001-22-0345

T Otae oT'Caﬂﬁmlfa my Dap' 3 May 89T

A.PPROVED:(Thprewewhgauthorityandthe *
approving authority are the same)

" BY AUTHORITY OF THE SECRETARY OF THE ARMY:"

.

DENNIS E. BANOWETZ
MAJ, INF, CAL ARNG
Chiel, Support Bronch

D-9
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APPENDIX D (continued}

_ STATE OF CALIFORNIA
! ) OFFICE OF THE ADJUTANT GENERAL
P.0. Box 214405 - 2829 Watt Avenue
Sacramento, California 95821-4405

PERMAVENT ORDERS 62-13 : 4 November 1988

‘HHC 1st Bde 40th Inf Div

HHC 24 Bn 160th Inf

Det 1 HHC 2d Bn 160th Inf :
Co A 2d Bn 160th Inf . i
Co B 2d Bn 160th Inf - .

Co C 2d Bn 160th Inf

Co D 2d Bn 160th Inf
Det 1 Co D 2d Bn 160th Inf
Co E 2¢ Bn 160th Inf
HHC 3d Bn 160th Inf

Co A 3d Bn 160th Inf

Co B 3d Bn 160th Inf

Co C 3d Bn 160th Inf

Co D 3d Bn 160th Inf

Co E 3d Bn 160th Inf
HHC 1st Bn 185th Armor
Co A 1st Bn 185th Armor
Co B 1st Bn 185th Armor
Co C lst Bn 185th Armor
Co D 1st Bn 185th Armor
HHB 2d Bn l44th FA

Btry A 2d Bn 144th FA
Btry B 2d Bn 144th FA
Btry C 2d Bn 144th FA
Svc Btry 2d Bn 144th FA
HHD 40th Spt Bn

Co A 40th Spt Bn

Co B 40th Spt Bn

Co € 40th Spt Bn

Det 2 Co A 132d Engr Bn
40th Pers Svc Co :

The Army National Guard unit shown and its members are ordered to annual
training for the period indicated and will proceed from home station to
duty station shown. Upon completion of annual training, return to home
station and terminate annual training status.

* Authority: NGB Training Authority CA-11 FY 89, 32 USC 503

‘and Sections 142 and 368 California Military and Veterans Code

Duty station: Camp Roberts CA '

period: 22 Apr - 6 May 89 {15 days including travel time) TDC: 101

Accounting classification: Off Pay & alw 2192060 18-1004 P1A10.1000-1100,1200 S04376
Off Tvl & PD 2192060 18-1004 P1AS0.1000-2100 504376
EM Pay & alw 2192060 18-1004 P1A30.1100-1100,1200 504376
EM Tv] & ‘PD 2192060 18-1004 P1A60.1100-2100 504376 '

Additional instructions: Payrolls will be accomplished in accordance with
instructions contained in CAL ARNGR 350-5. Units are authorized group travel
by commercial charter bus if appropriate. Accounting classification:



9 July 1990 CAL ARNG Pam 40-2

APPENDIX D (continued)

" Permanent Orders 62-13 O0OTAG 4 Nov BS

Officer travel 2192060 18-1004 P1AS0,1000 216C S04376. EM travel 2192060 18-1004
P1A60.1100 216C SQ4376. Units are authorized group travel by commercial air
if appropriate, Accounting classification: Officer travel 2192060 18-1004
- P1A50,1000 217C S04376; EM travel 2192060 18-1004 P1A60.1100 217C S0437s.
Duty is considered Field conditions, and reimbursement for per diem will
be in accordance with JTR VOL 1, Para M6000(1){a)(3)(1)
Individuals are required to submit Request for Orders (NGB Form 102-10/
DD Form 1610) to CAQT-TO IAW CAL ARNGR 310-4 when travel and per diem are

required.
Format: 250

BY ORDER OF THE GOVERNOR:

DISTRIBUTION:

D ARNG

istratifn
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APPENDIX E

APPENDIX E (SCIF)

HEADQUARTERS 143D EVACUATION HOSPITAL
California Army National Guard
Armed Forces Reserve Center
Los Alamitos, California 90720

MBEH-A-AJ 15 May 1990

MEMORANDUM FOR The Adjutant General, State Military Department, ATTN: CAMP-SE,
Sacramento, CA 95821

SUBJECT: Request for State Compensation’

1. Reqguest thatlyour office take action to award temporary State Compensation
" Insurance Fund benefits (SCIF} to Staff Sergeant Robert Amiga, 545-71-5678, this

organization.

2, Staff Sergeant Amiga was injured on 15 May 1990 during a field exercise and
has been unable to return to work. Although a line of duty is being processed
there have been additional probliems with his civilian employer that will delay
the incapacitation payroll request. SSG Amiga is in need of immediate financial
assistance to pay his bills and support his family.

3. Staff Sergeant Amiga has been counseled that if this request is approved any
SCIF financial assistance (temporary disability payments) must be repaid upon
receipt of federal incapacitation pay as required by law; he has agreed to do
so and a repayment agreement is enclosed.

4, AVl available documents have been enclosed for your review.

ol st

Encl ) DEBORAH M. SNATS

as CPT, MC, CA ARNG
Adjutant

CF: Cdr, 175th Med Bde
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APPENDIX E {continued)

FLEASE TYPE ALL INFORMATION. IF POSSIBLE

State of California Pleas? complete l_n mpllc.ate. Retain last copy for
your files and mail the original and one copy to QOSHA Case
EMPLOYER'S REPORT STATE COMPENSATION INSURANCE FUND ot File No.
OF OCCUPATIONAL SAN FRANPC':O'CBOX 807
ISCC, CA 94101-0807
INJURY OR ILLNESS Telephone: (415) 565-1344
Plc:ix )(!‘(f ecrefelily] < - TYPEWRITER ALIGNMENT GUIDE - - — PlCAllj_,‘_{_ﬂ eume (]

California law requires an employer to report within five days every industrial injury or occupational disease which: (a) results in lcst time bayond the day of injury.
o {0} requires medical treatment ather than tiest aid. PLEASE NOTE: In addition, if death results or if the injury or liness: (a) requires inpatient hospitaiization of more
than 24 hours for other than medical observation; or {b) results in loss ¢f any member cf the body; or (¢) produces any serious degree,of permanent disfigurement.
then the nearest district ¢ffice of the C-lifornia Division of Occupational Safety and Health also must be notified immediately by telephcne or telegraph. This
notification is not required, however, if the injury or death results from an accident on a pubiic street or highway.

1 FiRM NAME DIVISKON TA. POLICY NUMBER PLEASE DO NOT
€l STATE OF CALIFORMIA - MILITARY DEPARTMENT _ usE ThiS
M) 2 MAILING AGDRESS  iNumber anc Streat. City. ZIP) 24, PHONE NUMSER
el P.0. BOX 214405, Sacramento, CA 95821 ‘ T CASEND.
Ll 3 LOCATION, 1F DIFFERENT FROM MAIL ADDRESS  [Number ang Streer, City, ZIP) 8. LOCATION CODE
[#]
OWNERSHIP
Y 1A, NATURE OF BUSINESS 9 6. pamting contracior. wholesale grocer, sawmill. hatel. #tc- 5. STATE UNEMPLOYMENT INSURANCE ACCT. NO,
E|  MILITARY
R SCHOOL INDUSTRY
1B, TYPE OF EMPLOYER PRIVATE STATE cITY COUNTY  DISTAICT OTHER GOVERNMENT — SPECIFY
6. EMPLOYEE NAME 7. (ATE OF BIRTH (MM.DD-YY! prTy—
AMIGA, ROBERT
E| & HOMEADDRESS  iMumber ana Sireet. City. ZIP) BA, PHONE NUMBER
M 5312 Commodore Drive, Los Alamitos, CA 90720 SEX
P 9. SEX: Male Female 10, OCCUPATION (Reguiavpb \itie, not speGific activity al ime of injury) 11. SOCIAL SECURITY NUMBER _
L X Medic (Military) ' AGE
O 12 DEPARTMENT iN WHICH REGULARLY EMPLOYED ’ 124, DATE OF HIRFE (MM-DC-YV)
| State Military Department o
E| i3 HOUAS USUALLY WORKED  HOURS PER DAY 134, DAYS PER WEEK 138, TOTAL WEEKLY HOURS B e asgnbat DAILY HOURS
E ’ 8 .
14, GROSS WAGES/SALARY. PER:  HOUR DAY WEEK  TWO WEEKS MONTH  OTHER — SPECIFY DAYS PER WEEK
i 1750
15, WHERE DID ACCIDENT OR EXPOSURE OGGUR?  (Number and Straet. Gityl 154, COUNTY \5B. ON EMPLOYER'S PREMISES?
Camp San Luis Obispo, CA s X wo WEEKLY HOURS
18, WHAT WAS EMPLOYEE DOING WHEN INJURED? {Pleass be speciic. 1aantify tools. equipmernt o material Lhe amployae was using.} )
| 1oading a truck with Field Equipment _ r———
B 17 HOW DID THE AGCIDENT OR EXPOSURE CCCUR? (Please dascribe tutly the events that resulted i injury or ogcupational disaase. Tell whal nappaned and how it happened. Please use
J separaie sheet :f necassarny.| . P .
ol _Sergeant Amiga was 1ifting a 50 1b box of equipment and injured his back. COUNTY
Rl .
¥ NATURE OF INJURY
18 QBJECT GR SUBSTANCE THAT DIRECTLY INJURED EMPLOYE| sat%' the maching employee Struck againsl or which Struck him; the vapor or poison inhated or swallowed: the chemicat hat
rrated s SKIN. A cases of straing, e thing he was kiting, pulling, efc.
O PART GF BODY
R
19A. DESCRIBE THE MJURY OR ILLNESS eg.. cut. strain. fracture, skin rash. ic 198, PART GF BODY AFFECTED a.g.. back. left wrist, right eys. sic.
- SOURCE
| back strain . lower back
L 20, NAME AND 800HESS OF PHYSIGIAN  {Numbar and Streer. City, ZIP)
L ACCIDENT TYPE
y| - FHoseraLIZED MAME AND ADDRESS OF HOSMITAL  (Mumber and Street. City. ZIP)
E 22. DATE OF INJURY OR ILLNESS 03,
[ T TUIMM-DD. YY) 23 TIME OF DAY am, P 24, Cid smplayee loss af teast ona ull day's work after the inury? Smu-ng-vg 0
3 05 15 90 930 X NO X YES —Date Lasi Worked: 051
26 HAS EMPLOVEE RETURNED TO WORK? (MDD 26 DID EMPLOYEE DIE? . {MMO0-Y¥) EXTENT OF NJURY
X Ne. STift oft work Yes. date returned: NQ YES — Oate of Death:
27, WAS ANOTHER PERSCN AESPONSIBLE? : 28, WAS INJURED AN EXECUTIVE OFFICER OR A PARTNER? ' CODED BY
X w~o YES X wo YES
Campleted by type or print! Sigrkature Title Date
SCiF 3067 (REV. 8-88) FILING OF THIS REPORT IS NOT AN ADMISSION OF LIABILITY. NOTICE OF WORKERS' COMPENSATION BENEFITS FORM 5020 (REV. 3)
MuUST BE GIVEN TO INJURED WORKER WiTHIN 5 DAYS OF YCUR KNOWLEDGE OF THIS INJURY. Aprii 1987

E-2
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APPENDIX E (continued)

DEPARTMENT OF INDUSTHIAL RELATIONS -
DIVISION OF WORKERS' COMPENSATION

EMPLOYEE'S CLAIM FOR WORKERS' COMPENSATION BENEFITS

NAME ) DATE OF INJURY OR ILLNESS TIME OF DAY ﬁ AM.
Robert Amiga 15/ 05 /90 0930 Oem.
HOME ADDRESS  {Number, Street, City , Zip Code)
6312. Commodore Drive, Los Alamitos, CA 90720
WHERE DID ACCIDENT OR EXPOSURE OCCUR  (Number, Street, City, Zip cwe)
Camp San Luis Obispo, CA 93403

DESCRIBE THE INJURY OR ILLNESS AND HOW IT OCCURRED

Qur unit was involved in a field exercise at CSLO. We wre loading equipment on a

truck when I felt a sharp pain i'n my back. I was unable to continue to work and

reported this injury to the first sergeant,

NOTICE OF POTENTIAL ELIGIBILITY FOR BEHEHT‘S

You may be entitled to one or more of the foliowing benefits provided for you at yeuremployer's expense, depending upon your individual situation:
medical reatment, compensation for lost time refated to this injury, compensation for a permanent impairment, vocational rehabilitation, and/or
death benefits. Compensation is based on a percentage of your eamings. If you are hospitalized or off work for more than 3 days as a result of
this injury, you will receive your first payment of compensation or a notice within 14 days of your employer's notice or knowledge of this injury.
Along with your first payment, you will also receive a pamphlet describing more fully compensation benefits and procedures.

YOU MUST FILE THIS CLAIM FORM WITH YOUR EMPLOYER TO PROTECT YOUR RIGHTS

Failure to file this claim form wil preclude you from receiving any late payment penaity that may be due and will also
preciude your right to pursue further legal remedies. .

. If you need assistance in completing this form or have any queslions regarding your work injury you may contact the
State of California Office of Benelfit Assistance and Enforcement by calling 1/ (415} 557-1954. This service is pro-
vided lo you at no cost . You also may consult an attorney.

| gave this form to my employer on (date) 15 May , 19 90
EMPLOYEE: Keep copy marked "EMPLOYEE'S TEMPORARY RECEIPT " until you receive the dated copy from your employer.

EMPLOYER FILLS OUT THIS PART

Date of knowledge injury Date claim form was provided to employee Date claim tform was repeived

a5 10571 Jo 1051 Fo _ o5 | /577
Vo iayy o GAD , LD ! vz Enc /%ﬂ;///c

Signature of PAnployer/Re) esentat;* #

Emplofer. You are required to date this form and provide copies as marked, 1o your insurer and to the employee,
dependent or agent whao filed the claim.
Signing this form does not necessarily constitute acceptance of a claim.
Please return original to your local State Fund office. STATE

COMPENSATION
INSURANCE

FUND

SCIF 3301 (NEW 1-90)
STATE FUND COPY

E-3



